Ring lesions on MRI of the brain raise suspicion of abscess or renal cell carcinoma, but seldom both.
renal mass yielded 120 mL of pus; a pigtail catheter was inserted and drained a further 150 mL. Streptococcus anginosus was cultured from pleural and perinephric aspirates; cytology showed no malignant cells; multiple blood cultures were negative. Echocardiography and HIV and Mantoux tests were normal.
The patient's condition improved with antibiotic therapy. After the perinephric catheter ceased draining, a repeat abdominal CT scan showed a persistent perinephric abnormality. CT-guided aspiration was performed to reposition a drainage catheter. Unexpectedly, only solid tissue was found, and biopsy revealed papillary renal cell carcinoma. The patient underwent an uncomplicated right radical nephrectomy. The tumour measured 8.0 cm, and no capsular or vascular invasion was apparent. A follow-up MRI brain scan at two months showed almost complete regression of all lesions. The patient subsequently recovered fully.
COMMENT
Ring-enhancing brain lesions are dif®cult to diagnose from the images alone since brain abscesses can mimic cerebral neoplasia and vice versa 1 . Multiple brain abscesses are rare. Most reports are isolated cases, the largest series being of only sixteen patients over 16 years 2 . To our knowledge there are no reports of multiple brain abscesses in association with malignancy. The multiple intracerebral lesions in our patientÐinitially thought to have renal malignancy and then found to have empyemasÐpresented a particular diagnostic dilemma. Currently, aspiration or more aggressive surgical drainage of brain abscesses over 2.5 cm in diameter is recommended 1,2 , and only the largest was drained. Had other lesions not responded to antibiotics, drainage as well as diagnostic biopsy for malignancy would have been necessary. Serial MRI brain scanning played a principal role in monitoring abscess regression during antibiotic therapy. The near complete regression of all intracerebral lesions on serial MRI scanning, and the continued clinical improvement, indicated that none of the cerebral lesions was a metastasis.
Without the follow-up abdominal CT scan after drainage of the perinephric abscess, the renal tumour might not have been detected. A report of four patients with pyogenic renal infections and kidney tumours suggested that the tumour might predispose to renal abscess formation 3 . We are not aware of any reports of S. anginosus causing a perinephric abscess, but this nomenclature is relatively new; S. anginosus is the preferred name for one of the organisms that used to be called the`milleri streptococci' or S. milleri, and these organisms are known to cause brain abscesses, pleural empyema and abdominal infections 4 . The infections are usually local, involving one single viscus or mucous membrane, though possibly at multiple sites 4 . It is especially unusual for a patient to have so many different and widely disseminated sites of infection simultaneously. In a report of ®fty-one cases of S. milleri group bacteraemia, which included a review of a further 158 cases from previous publications, one localized area of infection was the rule 5 . It is noteworthy that eight of these patients had underlying neoplasia. Acute interstitial pneumonia is characterized clinically by ventilation±perfusion mismatching, reduced lung compliance and pulmonary hypertension. Treatment with vasodilators can buy time while the underlying disease is addressed, but these agents have drawbacks as well as bene®ts.
CASE HISTORY
A man of 50 sought advice after seven days of breathlessness at rest and a non-productive cough. He had stopped smoking 20 years previously. There had been no exposure to industrial dusts or asbestos and he kept no pets. On examination, he was tachypnoeic and centrally cyanosed with digital clubbing. Widespread ®ne inspiratory crackles were audible throughout the chest. On the chest radiograph there was diffuse ground-glass haziness, whereas six months earlier the appearances had been normal. Total white cell count was raised but there was no eosinophilia. C-reactive protein, serum urea and serum creatinine were also above normal. Antinuclear antigen, antineutrophil cytoplasmic antibody, and avian and fungal precipitants were not detected. Bronchoalveolar lavage yielded necrotic bronchial
